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Welcome Pat 
> SCIENTIFIC AND CLINICAL SESSION 4 


We take this occasion to welcome you to our 4th Annual Convention. 


is an important adjunct in the Physical Medicine Rehabilitation Program. 


A general program with important advances made in this field 


~ 4th Annual - 


Corrective Therapy 


this past year will be presented. 











ASSOCIATION FOR PHYSICAL AND MENTAL REHABILITATION 
| Hotel Peabody - Memphis, Tennessee 


MAY 23rd - 27th, 1950 
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Registration: 


tlotel Reservation: 
Badges: 


Entertainment: 
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(GENERAL INFORMATION . . . 





Registration will begin at 8:30 a.m. on Tuesday, May 23, 1950 and will continue 
until Saturday, May 27,° 1950. The Registration Desk is located at the west end 
of the mezzanine. 


The Registration Fee of $10. includes the luncheon and attendance at all meet- 
ings. For those desiring to attend one day only, the fee is as follows: Wednesday, 
May 24, 1950, $5.00 (includes Luncheon); Thursday, May 25, 1950, $2.00; Friday, 
May 26, 1950, $2.00; Saturday, May 27, 1950, $1.00. 


Anyone desiring hotel accommodations may contact the Registration Com- 
mittee at the Registration Desk. 


All members, visitors, and guests will be required to wear the official Convention 
Badge or present the single-day registration ticket for admission to all sessions. 


The Reception Committee will have information at the Registration Desk regard- 
ing the various forms of entertainment available in Memphis. 
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PROGRAM 


CEs 











Tuesday - May 23 


9:00 a.m.— 8:00 p.m. Registration 
9:00 a.m.-—10:00 a.m. 
9:00 a.m.— 5:00 p.m. 
10:00 a.m.—12:00 N. 


Meeting of Executive Board 


Exhibits open 


resentative Assembly 
1:00 p.m.— 5:00 p.m. 
resentative Assembly 


8:00 p.m.—10:00 p.m. Reception 


Wednesday - May 24 








7:30 a.m.— 8:45 a.m. Past Presidents’ Breakfast 
8:00 a.m.— 5:00 p.m. Registration—Exhibits 


General Assembly 
Morning Session: 


Convention Chairman 


9:00 a.m.— 9:20 p.m. Invocation: Rev. John A. Elliott, Prin- 


phis, Tenn. 


ton, Mayor, Memphis, Tenn. 
Response: Raymond W. 
President 

9:20 a.m.—10:00 a.m. "Teaming for Rehabilitation", Dr. A. 
B. C. Knudson, Chief, PMR Divi- 
sion, VA CO, Washington, D. C. 
"Remedial Exercises and Rehabilita- 
tion in Back Injuries", Dr. Marcus 
J. Stewart, Campbell Orthopedic 

Clinic, Memphis, Tenn. — * 

10:45 a.m.—I1:15 a.m. Visiting Exhibits 


Swanson, 


10:00 a.m.—1!10:45 a.m. 





Hotel Peabody, Memphis, Tennessee 
A May 23, 24, 25, 26, 27, 1950 


Meeting of Executive Board and Rep- 


Meeting of Executive Board and Rep- 


Presiding: Clement G. McNamara, 


cipal, Catholic High School, Mem- 


Welcolme: Honorable Watkins Over- 
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11:15 azm.—12:00 N. "The Present Educational Challenge 


and Opportunity in Corrective 
Therapy", Dr. John E. Davis, Chief, 
Corrective Therapy, VA CO, Wash- 
ington, D. C. 


12:30 p.m.— 2:30 o.m. Luncheon 


Introduction of Guests: Dr. Clyde M. 
Beck, Manager, Kennedy VA Hos- 
pital, Memphis, Tenn. 

Introduction of Speaker: Dr. John E. 
Davis 

Guest Speaker, "Role of Activity in 
Therapy", Dr. Alan Gregg, Medi- 
cal Director, Rockefeller Founda- 
tion, New York, N. Y. 


Afternoon Session: 


Presiding: Phil Davis, Exec. Asst. 
PMR Service, VA Hospital, Colum- 
bia, S. C. 


2:45 p.m.— 3:20 p.m. “Corrective Therapy in the Rehabili- 
tation of the Blind", Charles W. 
Bledsoe, National Consultant of 
Blind, Washington, D. C. 


3:30 p.m.— 4:30 p.m. Closed Meeting, Active Members, 
Association Physical & Mental Re- 
habilitation 
Dr. A.B.C. Knudson, Chief, PMR Divi- 
sion, VA CO, Washington, D. C. 
Dr. Carl C. Hoffman, Asst. Chief, 
PMR Division, VA CO, Washing- 
ton, D. C. 

Dr. John E. Davis, Chief, Corrective 
Therapy, VA CO, Washington, 
B.C. 


Raymond W. Swanson, Chief, Educa- 
tional Therapy, VA CO, Washing- 
ton, D. C. 

Leon E. Edman, Asst. Chief, Correc- 
rective Therapy, VA CO, Wash- 
ington, D. C. 


Evening Session: 





Presiding: Dr. A.B.C. Knudson, Chief, 
PMR Division, VA CO, Washing- 
ton, D. C. 


7:00 p.m.— 8:00 p.m. Joint Meeting of Physiatrists, Execu- 


tive Assistants, Physical Therapists, 
Occupational Therapists, Manual 
Arts Therapists, Educational Thera- 
pists and Corrective Therapists 


8:00 p.m.— 9:00 p.m. Section Meetings: 


Executive Assistants, PMR Service 

Presiding: Eugene E. Speer, Exec. 
Asst., PMR Div., Area Medical 
Office, VA Dist. No. 5, Atlanta, 
Ga. 

Physical Therapists, PMR Service 

Presiding: Junia E. Swanson, Chief, 
Physical Therapy, VAMTG( Ken- 
nedy Hospital], Memphis, Tenn. 

Occupational Therapists, PMR Ser- 
vice 

Presiding: Ruth M. Zieke, Chief, 
Occupational Therapy, VAMTG 
(Kennedy Hospital), Memphis, 
Tenn. 

Manual Arts Therapists, PMR Ser- 
vice 

Presiding: Robert E. Craig, Chief, 
Manual Arts Therapy, VAMTG, 
(Kennedy Hospital), Memphis, 
Tenn. 

Educational Therapists, PMR Ser- 
vice 

Presiding: Raymond E. Swanson, 
Chief, Educational Therapy, VA 
CO, Washington, D. C. 


Thursday - May 25 


8:00 a.m.— 5:00 p.m. Registration—Exhibits 


Morning Session: 


Presiding: George Devins, President- 
Elect 


9:00 a.m.— 9:40 a.m. "Functional Bracing”, Dr. Robert L. 


Bennett, Director, Physical Medi- 
cine, Warm Springs Foundation, 
Warm Springs, Go. 


9:40 a.m.—10:40 a.m. Neuropsychiatric Case Histories pre- 


sented by: 


Sam Boruchov, Chief, Corrective 
Therapy, VA Hospital, North- 
port, N. Y. 


Harlan Wood, Chief, Corrective 
Therapy, VA Hospital, Topeka, 
Kans. 


John Dixon, Chief, Corrective Ther- 
apy, VA Hospital, Murfreesboro, 
Tenn. 

Chris Kopf, Chief, Corrective Ther- 

apy, VA Hospital, Lyons, N. J. 


10:40 a.m.—!1:00 a.m. Summary — Dr. Edward D. Green- 
wood, Director, The Southard 
School, Division of Menninger 
Foundation, Topeka, Kans. 


11:00 a.m.—12:00 N. "Corrective Therapy as it Relates to 
the Neuropsychiatric Patient’, Dr. 
Edward D. Greenwood, Director, 
The Southard School, Division of 
Menninger Foundation, Topeka, 
Kans. , 


Afternoon Session: 


Presiding: Louis M. Frazier, Chief, 
Corrective Therapy, Kennedy VA 
Hospital, Memphis, Tenn. 


1:00 p.m.— 2:00 p.m. Trip to Kennedy VA Hospital, Mem- 
phis, Tenn. 


2:00 p.m.— 2:45 p.m. Tour of Independence Hall, Kennedy 
VA Hospital, Memphis, Tenn. 


2:45 p.m.— 3:30 p.m. Spinal Cord Injury Clinic—Florence 
|. Mahoney, M.D., Chief, PMR Ser- 
vice, Kennedy VA Hospital, Mem- 
phis, Tenn. and 


Everett M. Sanders, Asst. Chief, 
Corrective Therapy, Kennedy VA 
Hospital, Memphis, Tenn. 


3:30 p.m.— 4:00 p.m. Critique — Dr. Louis B. Newman, 
Chief, PMR Service, VA Hospital, 
Hines, Ill. 

4:00 p.m.— 5:00 p.m. Sight Seeing Trip of Memphis (Re 
turn from Kennedy VA Hospital) 


Evening Session: 


7:00 p.m.— 9:00 p.m. Educational Films: 
"Journey Back" 
"You Can Hear Again” 
"Living With Limitations” 
"You Can Lick TB" 
"Prescription For Work" 


Friday - May 26 


8:00 a.m.— 5:00 p.m. Registration—Exhibits 


8:00 a.m.— 9:00 a.m. Meeting, Executive Board and Rep 
resentative Assembly 


|. Election of President; Director 
of Publications 


2. Selection of Convention Site. 
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Morning Session: 


Presiding: Leon B. Edman, Asst. 
Chief, Corrective Therapy, VA 
CO, Washington, D. C. 

"Medical Aspects of the Neurologi- 
cal Patient", Dr. Ben L. Boynton, 


Chief, PMR Service, VA Hospital, 
Houston, Texas 


9:00 a.m.— 9:40 a.m. 


9:40 a.m.—1!0:20 a.m. ‘Corrective Therapy in the Treat- 
ment of Neurological Diseases", Dr. 


Ben L. Boynton, Chief, PMR Ser- 
vice, VA Hospital, Houston, Texas 


Visiting Exhibits 

“Use of Pulley Weights in the Treat- 
ment of Multiple Sclerosis Patient'’ 
Stanley Wertz, Corrective Thera- 


pist, Kennedy VA Hospital, Mem- 
phis, Tenn. 


10:20 a.m.—10:40 a.m. 
10:40 a.m—11:20 a.m. 


11:20 a.m.—1!2:00 N. ‘Corrective Therapy for the Normal 
Person", Dr. C. H. McCloy, Divi- 
sion, Physical Education, State Uni- 


versity of lowa, lowa City, lowa 


Afternoon Session: 


Presiding: A..Lewis Scholl, Vice Pres- 
ident 


“Walking Problems of the Above- 
Knee Amputee", Signe Brunnstrom, 
Director of Professional Education, 
The Kessler Institute of Rehabilita- 
tion, W. Orange, N. J. 


“An Analysis of Amputee Limps— 
Cause and Correction", Signe 
Brunnstrom, Director of Profession- 
al Education, The Kessler Institute 
of Rehabilitation, W. Orange, N. J. 


Visiting Exhibits 

"Research in Brace Making’, John L. 
Young, Ph.D., Fellow in Research 
on Orthopedic Appliances, The 


Sarah Mellon Scaite Foundation, 
Mellon Institute, Pittsburgh, Pa. 


Evening Session: 


Presiding: 
President 


7:00 p.m.— 9:00 p.m. General Business Meeting; Commit- 
tee Reports: Election of Officers 


Saturday - May 27 
=e Sam Boruchov, Past Presi- 


8:00 a.m.—1!1!:00 a.m. Registration—Exhibits 
9:00 a.m.—10:00 a.m. Meeting, New Executive Board 


1:00 p.m.— 1:40 p.m. 


1:40 p.m.— 2:20 p.m. 


2:20 p.m.— 2:40 p.m. 
2:40 p.m.— 5:00 p.m. 


Raymond W. Swanson, 
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9:00 a.m.— 9:40 a.m. 


9:40 a.m.—10:20 a.m. 


10:00 a.m.—11:00 a.m. 
10:20 a.m.—11:00 a.m. 


11:00 a.m.—11:45 a.m. 





“Corrective Therapy in Cardiac Pa- 
tient’, Dr. Ben L. Boynton, Chief, 
PMR Service, VA Hospital, Hou- 
ston, Texas 


‘Needed Research in the Field of 
Corrective Therapy", Dr. C. H. 
McCloy, Division of Physical Edu- 
cation, State University of lowa, 
lowa City, lowa 


Meeting of Committees 


"Relaxation", Jack Tractir, Chief, 
Corrective Therapy, VA Hospital, 
Houston, Texas 


Present Status of Studies in the Re- 
education of the Catatonic Pa- 
tient’, Paul Roland, Chief, Correc- 
— oe VA Hospital, Dan- 
ville, Ill. 


a. 
CONVENTION COMMITTEES 


CLEMENT G. McNAMARA, CHAIRMAN 


PROGRAM 


Raymond W. Swanson, 


Chairman 


Leon E. Edman 


Clement G. McNamara 


Everett M. Sanders 
Louis M. Frazier 
Peter B. Werner 
James B. Kay 


REGISTRATION 


Louis M. Frazier, 
Chairman 
Peg Casey 
Corinne Shores 
Hazel Hawkins 
Sallie Rasberry 
Cecil H. Cherry 


MEMBERSHIP 


Fran Luoma, 
Chairman 

Paul B. Bell 

Leon E. Edman 

A. Lewis Scholl 

Benjamin Forman 

Stanley Wertz 

Everett M. Sanders 

Frederick Owen 


PUBLICITY 


Herbert F. Seuss, 
Chairman 

John M. Parker 

Frank B. Willis 

Raymond J. Urban 


EXHIBITS 

Leon E. Edman, 
Chairman 

Phil Davis 

Sam Boruchov 

Milan Milkovich 

Charles W. McHugh 

George Devins 

Robert E. Craig 

Leslie Root 


RECEPTION 

John P. Pickens, 
Chairman 

Eugene E. Speer 
Ruth M. Zieke 
Junia E. Swanson 
James B. Kay 
John H. Dixon 
Corinne Shores 
Peg Casey 


LUNCHEON 
Leo Betzelberger, 
Chairman 
Louis M. Frazier 
John P. Pickens 


TRANSPORTATION 
Paul B. Bell, 
Chairman 
Emmet B. Parr 


ADVERTISING 
Herbert F. Seuss, 
Chairman 
John P. Pickens 
iak Charles W. McHugh 








COMMERCIAL EXHIBITS (As of April 5, 1950) 






Visit the Commercial Exhibits. The products on display will assist you with your work 


in rehabilitation of the handicapped. — Raymond W. Swanson, President. 


BROCKMAN MANUFACTURING COMPANY 
Bala-Cynwyd, Pennsylvania 


The Brockman Manufacturing Company of Bala-Cynwyd, 
Pennsylvania, invites you to see how Progressive Resistive, 
Active, Active Assistive and Passive Exercises are all 
obtainable with the electronically controlled Brockman 
THERAPEUTIC Exerciser. 


CHARLES REED BUICK COMPANY 
1508 East Broadway, West Memphis, Arkansas 


Charles Reed Buick Company invites you to see the new 
BUICK in the lobby which is equipped with Steward's 
Mechanical Hand Controls and Dynaflow. "If you can use 
your hands — you can drive a BUICK." 


EXERCYCLE CORPORATION 
597 Fifth Avenue, New York New York 


A new. modality for use in medically prescribed exercise 
programs by which the therapist can carry out a wide 
variety of therapeutic techniques with economy of time 
and enjoyment by the patient. 


FLOAT-EES CORPORATION 
247 West 38th Street, New York, New York 


Float-ees — the swimming trunks you Blow Up! For use in 
THERAPEUTIC Swimming Programs — in administering 
water exercises to patients with Poliomyelitis, Multiple 
Sclerosis, Hemiplegia, Paraplegia, Amputations and other 
physical disabilities. 


FOOT CULTURE SHOE CORPORATION, INCORPORATED 
281 Flatbush Avenue, Brooklyn, N. Y. 


Foot Culture, orthopedic shoe specialists, invites you to 
a demonstration of their films, shoes, and lasts, illustrating 
the techniques used in the construction of their product, 
in conjunction with actual case histories of those afflicted 
with various orthopedic deformities. We sincerely request 
your inquiries. 
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MEMPHIS LIMB AND BRACE COMPANY 
927 Madison Avenue, Memphis, Tennessee 


On exhibit will be artifical limbs, including the suction 
socket, various types of arms and hooks, braces of various 
kinds and orthopedic belts. 


s 


SAM FORTAS HOUSEFURNISHING COMPANY, INC. 
Main and Poplar Street, Memphis, Tennessee 
On display will be the latest designs in folding wheelchairs 
as well as extraordinary wheelchairs made for very difficult 
cases such as basket cases, quadriplegics, and those with 


one arm. Crutches of the latest design will be shown.§. 


Manifold activities, including sports, for which Everest and 
Jennings Wheelchairs are adapted will be illustrated. 


TYPEWRITING INSTITUTE FOR THE HANDICAPPED 
208 West 23rd Street, New York, N. Y. 


Dvorak Scientific One Hand Typewriters with assistive 
apparatus will be on display and demonstrated. Charts, 
diagrams ard photographs will illustrate how typewriting tor 
the handicapped is therapeutic, utilitarian and vocational. 


WEBSTER THERAPEUTIC EQUIPMENT COMPANY 
2028 Dayton Street, Chicago, Illinois 


Eric Barkschat, afflicted with Multiple Sclerosis, wishes to 
demonstrate his FOLDAWAY "JIM" and FXEXERCISER 
which through daily exercises, according to advice and 
instruction from the physician, contribute to his steadily 
progressing rehabilitation. 


YORK BARBELL COMPANY 
51 North Broad Street, York, Pennsylvania 


Progressively controlled exercising appliances for rehabili- 
tation, conditioning, muscular reeducation and strength 
developing. Apparatus demonstrated includes foot weights, 


barbells, iron dumbells, hand strengtheners, rubber and 
steel spring cable chest .pulleys. : 
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THE REHABILITATION OF THE PARAPLEGIC 


By 


HARRY KESSLER, M.D., and ARTHUR S. ABRAMSON, M.D. 


Bronx, New York 


( From the Physical Medicine Rehabilitation Service, Veterans Hospital, Bronx ) 


The presently accepted definition 
of rehabilitation is the maximal de- 
gree of physical, mental, social, voca- 
tfonal, and economic recovery which 
is attainable in the case of a given 
disability. While the factors involved 
in each individual patient will vary to 
the extent that greater or lesser stress 
must be placed on one or the other of 
the attainable goals we have just 
mentioned, it becomes obvious that a 
thorough survey of the patient and 
his environment, from every conceiv- 
able standpoint, is a necessary prere- 
quisite to the establishment of a pro- 
gram which will serve the ultimate 
purpose. Furthermore, while the pa- 
tient’s disability must always be con- 
sidered from a purely medical stand- 
point— else we shall have no rehabili- 
tation program by virtue of the fact 
that we shall have no patient—as con- 
valescence progresses, the emphasis 
is placed more and more upon his 
innate and residual ability, with the 
disability considered as a limiting 
border within which we may work 
and within which we may discover 
the solution to our problem. 


The completely rehabilitated para- 
plegic, therefore, is one who is able 
to care for his daily needs without 
assistance, who is able to ambulate 
with braces and crutches, and who is 
reintegrated into society to the extent 
that he is able to make a living at a 
job for which he is fitted both mental- 
ly and physically. From the time that 
the patient is brought to the hospital 
until he has reached this point, many 
months of hard work, as well as infin- 
ite patience, are required of a staff 
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well-trained in the care of the existing 
pathology and fully versed in the con- 
cepts of medical rehabilitation. 


Broadly speaking, the treatment of 
a paraplegic may be divided into two 
phases: definitive medicine and _ re- 
habilitative medicine. However, it 
should be emphasized that the divi- 
sion between definitive and rehabili- 
tative medicine is purely artificial; 
actually, both phases must proceed 
simultaneously, and they must be care- 
fully integrated so that they become 
part of one over-all program directed 
toward a common goal. 


Since the internist, neurosurgeon, 
orthopedist, urologist, and plastic sur- 
geon, as well as the physiatrist, are all 
concerned with the treatment of the 
paraplegic, it becomes evident that 
a closely knit team of specialists in 
these fields who have more than a 
superficial interest in paraplegics must 
be developed. Early in the plan of 
treatment the internist has a very im- 
portant role in solving the problems 
of nutrition. The neurosurgeon treats 
compression of the spinal cord, pain, 
and spasticity by surgical methods. 
The orthopedist is interested in fixed 
contractures, spinal fractures and 
proper bracing. The plastic surgeon 
must close bed sores; the urologist 
must make certain that there is an 
adequately functioning bladder. While 
interested in all of these phases of 
therapy, the physiatrist utilizes the fa- 
cilities of physical medicine to attack 
the basic problems of nonfixed con- 
tractures and spasticity and to train 
the patient in self care and in ambula- 
tion. Hand in hand with these pro- 
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cedures is the very important role of 
the vocational advisor who, through 
his special methods of testing, is able 
to determine the patient's interests 
and aptitudes and by frequent inter- 
views to lead the patient toward the 
proper vocational goal. Here again 
the physiatrist is concerned, for by 
observing the patient's reaction to and 
progress in practical application to 
educational and manual arts fields 
valuable information will become 
available in the ultimate considera- 
tion of a definite vocational objective. 
As long as the process of rehabilita- 
tion proceeds smoothly, psychiatry 
plays but a minor role; however, when 
this is not the case, the psychiatrist 
will find his place in the treatment of 
those difficulties which have become 
manifest. 


It would be well, at this time, to 
outline the progress of the paraplegic 
from one stage to another in order 
that the roles of the various special- 
ties may be properly evaluated and 
viewed in their proper perspective. 
The clinical course of the traumatic 
paraplegic, whether the disability is 
caused by spinal fracture, missiles, ot 
acute infection or hemorrhage, is clas- 
sic. In such instances the paralysis is 
of sudden onset. Where the paralysis 
is of slower onset in the course of its 
association with other etiologic fac- 
tors such as expanding tumors, tuber 
culosis of the spine, etc., variations im 
the stages will obviously occur. For 
the purpose of this discussion, only the 
course of the traumatic paraplegi¢ 
will be considered. 


When injury first occurs, the par 
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alysis is complete, or almost complete, 
and flaccid below the level of dam- 
age. The bladder is atonic, and unless 
catheterized there will be urinary re- 
tention and overflow. The appetite is 
lost with consequent negative nitro- 
gen balance. Such a patient, whose 
tissues are already more susceptible 
to trauma because of excessive loss of 
protein and who is not turned fre- 
quently enough to minimize pressure 
on bony preminences, will develop 
decubiti which will tend to increase 
in size rather than to heal. 


The decision whether or not to do 
a laminectomy must be made at this 
time. With marked displacement of 
the fractured vertebra or in the pres- 
ence of multiple bone fragments fol- 
lowing fracture of the laminae, an 
early laminectomy is usually elected. 
Because of the edema and hemorrhage 
within the cord an immediate lamin- 
ectomy is fraught with some dan- 
ger, since sudden decompression may 
cause even greater damage to the cord 
than that which might result from 
compression within the rigid spinal 
canal. Routine immediate laminec- 
tomy is gradually losing favor, since 
there is very little evidence that the 
end result is influenced to any great 
extent. Consequently, consideration is 
given to an early rather than imme- 
diately laminectomy for the reasons 
stated. It is usually performed about 
a week after the injury, thereby per- 
mitting the edema of the spinal cord 
to subside. At no time should the 
dura be incised in the course of an 
immediate or even early laminectomy, 
since during the period of s-velling 
the cord tissue may be extruded, very 
much like tooth paste under pressure. 
The delayed laminectomy, which may 
be performed at any time, is usually 
accomplished because of the evidence 
of block or the presence of foreign 
bodies within the cord; it is also, at 
times, performed in the presence of 
pain and spasticity, with occasional 
partial relief of these manifestations. 
The very late laminectomy has rarely 
been known to afford a patient any 
tenewed hope for recovery beyond 


that which might have been expected 
without such surgery. 


Plaster casts are rarely applied by 
the orthopedist because of the almost 
unavoidable development of decubiti. 
Immobilization can be accomplished 
to a fairly satisfactory degree by the 
use of a Stryker bed in which the pa- 
tient may be turned from prone to 
supine position or vice versa without 
exposing him to excessive strain. 


During this stage, also called the 
stage of spinal shock because of the 
flaccidity, atonic bladder, and nega- 
tive nitrogen balance, nutrition be- 
comes extremely important. There 
may be an enormous loss of weight 
associated with and influenced by the 
following factors: 


1. Anorexia with consequent de- 
crease of caloric intake. 


2. General deconditioning which 
comes with bed rest and with lack of 
activity. 


3. The paralysis per se with the in- 
ability, therefore, of a large portion 
of the body to develop the protein- 
building stimulus of muscular con- 
traction. 


4. Inability to bear weight with the 
consequent absence of the influence 
which the stimulus of longitudinal 
pressure on bones exerts on the form- 
ation of bony osteoid; with the loss of 
such protein osteoid, calcium is also 
lost and osteoporosis results. 


5. Decubiti which allow the loss of 
enormous quantities of nitrogenous 
materials through copious drainage. 


6. Genitourinary infections associ- 


ated with hyperpyrexia. 


From a study of these factors it be- 
comes readily apparent that diet alone 
will not replace this great protein loss. 
However, soon after the injury the in- 
stitution of general body exercises for 
the uninvolved musculature may be 
of considerable therapeutic value in 
preventing general deconditioning. 
The loss of muscular contraction in 
the area involved in the paralysis, with 
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its concomitant deleterious effect up- 
on protein building, cannot be altered 
at this stage and must be accepted. 
Similarly, weight bearing is not feasi- 
ble during this period, and, it may 
be added, unless proper nutrition can 
be established surgical closure of the 
bed sores may be unsuccessful. Thus, 
at this stage, diet, exercise, and anti- 
biotics, as indicated, are invaluable. 
It should be noted that the normal 
high protein diet which would ordin- 
arily supply less than 150 Gm. of pro- 
tein a day is wholly inadequate; con- 
sequently, added forced administra- 
tion of protein hydrolysates and blood 
plasma must be resorted to in order 
to raise the intake of protein up to at 
least 200 Gm. per day. 


There are two choices of bladder 
care at this time: the patient may 
either be placed on tidal drainage, or 
he may have a suprapubic cystostomy. 
Within recent years the suprapubic 
cystostomies have been condemned 
because they were accused of pro- 
ducing small, contracted bladders; 
however, we have more and more fre- 
quently observed adequately function- 
ing bladders following such proce- 
dures, even in cases where suprapu- 
bic drainage had existed for long 
periods of time and was later discon- 
tinued. 


Following a period of from several 
weeks to several months, the stage of 
spinal shock gradually subsides. In 
lesions of the cord above the conus. 
spasticity usually results; in lesions of 
the conus and cauda equina, flaccid- 
ity becomes a permanent feature. 
Spasticity may become extremely vi- 
gorous, and muscles which had _ be- 
come markedly atrophied during the 
period of spinal shock may recover 
their bulk almost fully. The appetite 
improves; ulcers which were necrotic 
and bluish in appearance, with a tend- 
ency toward growing in size, now ap- 
pear cleaner and healthier and mani- 
fest tendencies toward epithelializa- 
tion and cicatrization. In lower motor 
neuron lesions the bladder changes 
from the atonic type to the autono- 
mous type with mild bladder contrac- 
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tions resulting from impulses origin- 
ating in the intrinsic plexus of nerves 
within the bladder wall itself. In up- 
per motor neuron lesions the atonicity 
disappears and is replaced by blad- 
ders of different types, all more or less 
hypertonic in nature. 


By this time, nutrition is spontane- 
ously improving, and forced feedings 
are more readily accepted. The qual- 
ity of the skin has improved, and the 
plastic surgeon may now consider 
plastic closure of the bed sores. Spon- 
taneous closure of the decubiti by 
cicatrization frequently results in a 
structure which is very poorly resis- 
tant to recurring ulceration; split 
thickness grafts may also fall into this 
same category. Far more preferable, 
therefore, is the surgical closure made 
up of wide rotating flaps which are 
full thickness and which close the bed 
sore completely, thus preventing fur- 
ther protein loss from drainage. 


Occasionally, pain of a sharp, crush- 
ing, or burning character may develop 
in the lower extremities. Neither pain 
nor spasticity should, at this stage, be 
treated surgically, since not infre- 
frequently the character of these 
manifestations may become altered 
with the passage of time. This con- 
servative attitude should also be ap- 
plied in dealing with the paralysis it- 
self, since the apparent existence of 
complete paralysis during the stage of 
spirial shock may, in many instances, 
give way to spontaneous recovery of 
power. As a result of severe spasticity, 
flexion contractures may begin to ap- 
pear, but these, again, are not yet to 
be treated surgically by the orthope- 
dist. The urologist, in the presence of 
a bladder which remains dilated be- 
cause of failure to recover its con- 
tractility and which contains a con- 
siderable residual of urine, is faced 
with the alternative of either permit- 
ting the suprapubic cystostomy to re- 
main in situ permanently or of resect- 
ing the bladder neck in order to 
remove the existing obstruction to the 
free flow of urine. 


While the patient was in the stage 
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of spinal shock, the physiatrist was 
concerned only with general body ex- 
ercises, proper bed posture, and pas- 
sive motion to prevent contractures. 
At this time, however, the physiatrist 
becomes responsible for a greatly 
augmented and commensurately more 
important regime of therapy. The 
general body exercises must be con- 
tinued, but they are now directed 
toward the objective of training the 
patient to get in and out of bed, into 
and out of his wheel chair and to at- 
tain the necessary strength required 
to accomplish those activities which 
are inherent in daily living. He must 
develop those muscles maximally 
which will aid the patient in ambula- 
tion. Ultraviolet irradiation of the bed 
sores must be applied in order to pre- 
pare these ulcers for surgery and to 
heal the smaller ones. Contractures 
must be treated by passive motion 
and by stretching of the spastic mus- 
cles. Spasticity itself must be treated 
early by stretching, massage, vigorous 
exercise to the upper extremities 
which, in itself, produces relaxation 
of spasticity, and by the use of tetan- 
ization of the spastic limbs; this type 
of therapy, however, will produce re- 
lief of spasticity for only short periods 
of time and should therefore, be lim- 
ited in application. The so - called 
spasm-relieving drugs such as curare, 
myanesin, prostigmine, etc., have pro- 
duced disappointing results. However, 
persistent activ ity and adjustment to 
society have been observed to exert 
an extremely favorable influence up- 
on spasticity. Since this principle of 
activity may be identified with the 
working principle of rehabilition, it 
becomes an important factor in mo- 
tivation. 


When the existing decubiti have be- 
come well healed, the patient is mea- 
sured for braces preparatory to am- 
bulation. Also, at this time, bowel 
habits must be trained, and since this 
is a reflex action just as much as void- 
ing, the patient must develop a daily 
schedule while sitting in the toilet, 
facilitating the process by increasing 
the intra-abdominal pressure to as 
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great an extent as possible. Sphincter 
spasticity may be relieved to some de- 
gree by the use of glycerin supposi- 
tories. With relaxation of the rectal 
sphincter, the bladder sphincter may 
also become relaxed and so at least 
once a day the bladder may be com- 
pletely, or almost completely, emptied. 
However, it should be emphasized 
that, to be successful, this regime 
must be followed religiously. The 
bladder may be trained either by the 
intake of periodic fixed quantities of 
fluids and by stimulation for empty- 
ing at fixed periods, depending on the 
bladder capacity, or by the one daily 
emptying during defecation and the 
use of a rubber urinal at all other 
times without regard to the time of 
emptying. The former method will not 
be feasible in those patients with the 
type of spastic bladder in which emp- 
tying is facilitated by spasticity; this 
type would do well to wear a rubber 
urinal. 


As soon as is medically feasible, the 
patient should be set up on his braces 
and crutches and trained to ambulate. 
When his ability to ambulate has in- 
creased, it becomes no longer neces- 
sary to continue with mat exercises; 
ambulation is, of itself, maximal func- 
tional exercise, and it is also of great 
influence in the reduction of spasticity, 


During the period of spinal shock 
the patient must never be allowed to 
pass the time merely looking at four 
walls. The occupational therapist is, 
therefore, called upon to administer 
some purposeful and stimulating ac 
tivity in accordance with the patient's 
interests. When he graduates to 4 
wheel chain, he should continue with 
this activity in the occupational ther 
apy clinic where he will have the op- 
portunity to develop more ambitious 
projects, some of which may be of 
only avocational interest while others 
may actually become of ultimate vo 
cational interest to him. 


As early in the course of hospitali- 
zation as may be considered feasible 
from a medical standpoint, the voca- 
tional advisor should interview the 
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patient and institute such surveys and 
tests as may be required to establish 
a vocational objective. In this regard 
and when indicated by specific prob- 
lems, the psychologist may often be 
of invaluable assistance in the final 
evaluation of the patient’s mental ca- 
pacities. It should be emphasized that 
it may not be possible, at this time, to 
arrive at a definite conclusion and we 
may have to accept a tentative objec- 
tive or, perhaps, no objective at all; 
in any case, it is of equal importance 
to recognize the absence of any speci- 
fic plans or interests as it is to know 
that they exist. 


It is at this point that educational 
therapy and manual arts therapy en- 
ter upon the important roles they 
are to play in the program of medica! 
rehabilitation. Not only do these two 
sections serve to initiate and carry on, 
as long as the patient remains hospi- 
talized, the preliminary phases of a 
planned and definite vocational ob- 
jective, but they also, within the limits 
of their available diversified projects, 
serve to test the patient’s interests and 
aptitudes from a practical standpoint. 
Thus, when the patient is able to 
come to the clinic, a few days or a 
week at a watch repair bench, radio 
repair unit, typewriter, or at any other 
project may be quite sufficient to re- 
veal to himself and to his observers 
whether or not he has a real interest 
in this type of work and ~* 
not he has the required aptitude and 
ability to apply himself. Furthermore, 
by duplicating in the clinic actual 
working conditions as would be found 
in the shop, office, or classroom and 
by observing the patient’s reaction 
thereto, it is often possible to answer 
the questions, “Can this patient meet 
the working conditions required of 
this position in outside industry, 
school, or profession?” “Can he tol- 
erate this type of work for the re- 
quired number of hours each day?” 
Experience has already revealed that, 
as a general rule, the paraplegic must 
plan for a shorter work day than is 
ordinarily encountered. It is, further- 
more, obvious that careful attention 


must always be directed toward avoid- 
ing such working conditions as may 
be deleterious in any way to the in- 
dividual patient under consideration. 


We should like to point out here 
that what has been said does not, by 
any means, represent an intention to 
turn the hospital into a workshop or 
classroom but rather to apply the 
available facilities in a manner which 
will be truly therapeutic in nature. 
No one can deny that the patient who 
has set a definite goal for himself in 
life and who, with proper assistance 
and encouragement, observes a steady 
progress toward that goal, will un- 
doubtedly manifest a far greater de- 
termination to recover, and at a more 
rapid pace, than the patient who lies 
in bed, devoid of all interest in his 
environment and discouraged by the 
outlook occasioned by his disability. 


By this time, therefore, we have a 
patient who is well nourished, whose 
musculature is well developed, who 
has full control of his spasticity, who 
has learned to live with such pain 
that was not amenable to surgical in- 
tervention, whose bed sores are closed, 
who has no contractures, who is able 
to care for his daily needs, and who is 
able to ambulate long distances, climb 
stairs, and either drive his own car or 
use such public conveyance as he may 
find necessary. he is self-reliant and 
self-confident, and his mental outlook 
must essentially have changed from 
that of dependency to that of inde- 
pendence. Finally, he has a vocational 
objective toward which he is striving 
with every hope for successful accom- 
plishment. 


It should be understood that the 
patient will not always remain hospi- 
talized long enough actually to at- 
tain this objective; further training 
may be necessary, whether it be in 
college, trade school, or apprentice- 
ship. The training officer, another im- 
portant member of our team, works 
with the vocational advisor to facili- 
tate the necessary details required to 
enroll the patient for such further 
training as is required and thereby to 
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obviate any untoward delay following 
his discharge from the hospital. One 
other essential function of this train- 
ing specialist is that of keeping his 
fingers on the pulse of outside indus- 
try, so to speak, and thereby remain- 
ing constantly aware of the personnel 
requirements in various phases of ac- 
tivity. It would be most unfortunate 
for a patient to spend months or years 
of training for a type of vocation in 
which the field is known to be al- 
ready overcrowded or where it is 
known that the competition will be- 
come so great that it may well pre- 
clude the possibility of employment 
for this paraplegic in the particular 
locality where he intends to reside. 


During the period of hospitaliza- 
tion the social service worker should 
be in constant contact with the pa- 
tient, his family, and community. No 
matter how careful our planning may 
have been, the existence of any do- 
mestic difficulties or misunderstand- 
ings may well wreck the entire pro- 
gram. The family of the paraplegic 
should be trained to accept him for 
what he is and to make a home for 
him which will be suitable for his 
physical needs and in which there 
will be no oversolicitous attitude or 
stimulation to self-pity. 


Throughout this entire program and 
in all the activities and contacts which 
go to make it up, it cannot be too often 
repeated or overemphasized that each 
and every person who is involved in 
the rehabilitation of the paraplegic, 
whether he be a physician or a thera- 
pist, must have more than merely a 
professional interest in the patient; 
he must have a profound and inti- 
mate knowledge of the patient’s prob- 
lems, and the patient must be made 
aware of the fact that this knowledge 
and understanding is on an individual 
basis and not the result of impersonal 
generalizations. In this way, the ap- 
proach of the doctor and therapist 
can be truly psychotherapeutic in na- 
ture, and the patient will be encour- 
aged and stimulated to expend the 
vast amount of energy to be required 
in the months and, perhaps, years of 


11 





training which lie ahead. It must al- 
ways be remembered that it is the 
patient who does most of the work— 
it is his program—and without his full 
understanding and cooperation it will 
be doomed to failure. Thus, with the 
full knowledge on the part of the 
physician, the therapist, and every- 
one else concerned, of the role each 
has to play, with the ability to do 
their parts well, and with the realiza- 
tion by the patient that he, too, must 
take an active interest in the program, 
then will rehabilitation for the para- 
plegic be successful, and he will re- 
turn to his family and community 
with respect, with dignity, and, per- 
haps most important of all, with such 
self-respect and satisfaction in his ac- 
complishment as he could not other- 
wise have attained. 


Summary 


1. It has been pointed out that the 
rehabilitation of the paraplegic actu- 
ally commences at the moment of in- 
jury and is completed only when the 
patient can care for himself, ambulate 
with braces and crutches, is back 
home as an integral members of his 
family and society, and is gainfully 
employed. 


2. The respective roles of the in- 
ternist, neurosurgeon, plastic surgeon, 
urologist, psychiatrist, orthopedist, 
physiatrist, and associated technical 
personnel in the program of rehabili- 
tation are described, and the import- 
ance of working together as a team is 
emphasized. Thus, there is a gradual 
change from dependency to self-reli- 
ance, both physically and psychologi- 
eally coincident with the develop- 
ment of rehabilitation toward its ulti- 
mate goal. 


Presented at the 143rd Annual Meeting of 
the Medical Society of the State of New 
York, Buffalo, Session on Physical Medicine, 
May 4, 1949. 

Published with permission of the Chief 
Medical Director, Department of Medicine 
and Surgery, Veterans Administration, who 
assumes no responsibility for the opinions 
expressed or conclusions drawn by the 
authors. 
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STRENGTH CURVES FOR FOURTEEN 
JOINT MOVEMENTS 


H. HARRISON CLARKE and THEODORE L. BAILEY 


PHYSICAL EDUCATION RESEARCH LABORATORY 
SPRINGFIELD COLLEGE 


Initiated as a research project in 
physical reconditioning in the Army 
Air Forces Convalescent Hospital pro- 
gram during the war, this study was 
continued at the Fhysical Education 
Research Laboratory, Springfield Col- 
lege, under auspices of the Office of 
Naval Research. In the course of this 
work, apparatus and objective tech- 
niques were devised for measuring 
the strength of muscles activating 
movements of the joints. Initially, 28 
tests were proposed, based on cer- 
tain movements of the wrist, elbow, 
shoulder, hip, knee, and ankle joints. 
These tests, reduced to 22 in number, 
have subsequently been refined and 
improved as a result of additional 
research. Also, tests measuring the 
strength of other joint movements of 
the body, including the finger, neck, 
and spine, and additional movements 
of the wrist and ankle, are in process 
of construction. These tests are even- 
tually intended for application to 
muscles involved in orthopedic and 
neuro-muscular disabilities. 


In this type of objective strength 
testing, a specially adapted and cali- 
brated aircraft tensiometer is util- 
ized to record the amount of tension 
the subject can apply to a cable ap- 
propriately placed for specified move- 
ments of the joints. A homemade 
pulling apparatus is used. The sub- 
ject is tested on a plinth, referred to 
in this report as the testing table. 


After extensive review by consult- 
ants on physical medicine at the Mayo 
Clinic, improvements in the testing 
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process were studied during the past 
year by graduate students in physi- 
cal education at Springfield College. 
One phase of this research, the amount 
of muscle strength applied through- 
out the range of motion of certain 
joints, provides the basis for this pa- 
per. It will be discussed, not as a part 
of test construction, but as a study 
of the relationship of joint position 
to the application of muscle power. 
Fourteen movements of the joints 
were included in this research. 


In conducting this study, a number 


of test positions, between 20 and 25, 


degrees apart, were selected for each 
joint movement. The fatigue element 
from repeated maximal exertions of 
the same muscles, while present, was 
reduced by spaced testing and was 
equalized by systematically changing 
the sequence of tests for the various 
subjects. The subjects were 64 non- 
disabled male students at Springfield 
College. 


In the tests which follow, the pull- 
ing strap was always at 90 degrees 
to the limb acting as fulcrum. For all 
movements, except where the thigh 
and foot acted as fulcrum, it was lo 
cated midway on the limb between 
the two adjacent joints; for the thigh, 
it was around the lower third. Zero 


degrees is a position away from the | 


median line of the body; 180 degrees 
paralléls and is in line with the body. 
Thus, for example, at 0 degrees im 
shoulder abduction, the arm is over 
the head; and at 180 degrees, it i 
close to the body. 
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It should be observed that the 
gravity factor in these tests is not 
controlled. In some tests, the weight 
of the limb is lifted in the movement; 
in others, the weight is recorded in 
the test score; and in still others, the 
effect of weight is so slight as to be 
nearly non-existent. As a consequence, 
the absolute strength of the muscles 
(in which the gravity or weight fac- 
tor is completely included in the 
score) is not recorded in this research. 


Three general types of joint strength 


HIP FLEXION 
STRENGTH CURVE 


| 





20° 
ANGLE OF PULL 
jen 


@—® MEAN 
@ SELECTED POINT 


FIGURE 1 


curves were found: (1) ascending 
curves, that is, increase in strength 
on motion of the joint from angles of 
0 to 180 degrees, (2) descending 
curves, and (3) ascending-descend- 
ing curves, with greatest strength ex- 
hibited near the center of the range. 
There are individual variations of 
pitches and plateaus within these 
classifications, as will be seen in the 


graphs. 


Ascending Curves 


Tests of six of the joint movements 
revealed ascending curves. Three of 
these, hip flexion, knee flexion, and 
ankle dorsi flexion, had steep pitches. 
In tests of two other joints, shoulder 


abduction and shoulder flexion, the 
strength exerted started low at 0 de- 
grees, rose for a distance to a plateau 
in the center and finally rose again 
to 180 degrees. 


Hip Flexion (Figure 1) 


The position for this test was with 
the subject sitting and leaning back- 
ward at énd of the testing table, with 
legs hanging free, arms extended to 
the rear, elbows locked, and hands 
grasping sides of the table. The test- 
er prevented lifting of the buttocks 
by bracing with the hand. 


This test was restricted to measure 
the strength exerted from 25 degrees, 
close to the body, to 90 degrees, at a 
right-angle sitting position. As seen 
in the graph, the subjects could only 
pull an average of 35 pounds with 
the thigh fully flexed, while recording 
an average of 90 pounds (plus the 
weight of the leg at test position) 
when the flexors of the thigh were on 
greater stretch. The pitch of the 
curve representing strength is verv 
sharp, being a straight-line rise. It is 
believed that still greater strength 
would have been possible in this 
joint movement if the position of the 
body had been so arranged as to al- 
low a greater extension of the hip 
when testing. 


Knee Flexion (Figure 2) 


For this test, the subject was in 
prone position on the testing table 
with arms above the head. The chest 
was held to the table to prevent ex- 
tension of the spine. 


A rise similar to that on the hip 
flexion test was found in this move- 
ment, except that there was a level- 
ing off between 145 and 18*degéces. 
Again, increased strength vas exert- 
ed when the muscles were on greater 
stretch. The leveling off at the top 
of the curve may be accounted for by 
unsatisfactory leverage as the knee 
reached a straightened position. This 
phenomenon did not occur in tests of 
hip flexion possibly because the 
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movement of the joint was not tested 
beyond 90 degrees. 


Ankle Dorsi Flexion 


The test position was with the sub- 
ject supine on the testing table, legs 
extended at hip and knee joints to 
180 degrees, arms folded on chest. 
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The ankle being tested was in mid- 
position of inversion and eversion. 
Flexion of the knee and of the meta- 
tarsal-phalangeal joints was prevent- 
ed by the tests. 


As only three angle positions were 
used for this joint movement, a graph 
was not prepared. However, the re- 
sults of the testing were as follows: 


Angles Means 
90 56.40 
105 81.25 
125 86.05 


Again, as the stretch of the muscles 
increased, the amount of strength ap- 
plied became greater, although the 
test scores leveled off at the largest 
angle of 125 degrees. The leveling off 
is probably due to poorer leverage en- 
countered in this position. 
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Shoulder Abduction (Figure 3) 


In this test, the subject was in a su- 
pine position, with hips and knees 
flexed, feet resting on the testing 
table, and free arm on chest. The 
tester prevented elevation of should- 
ers by bracing with the hands. 


In this movement, the greatest 
strength was applied when the arm 
was at 180 degrees, close to the side. 
A plateau extended from 90 degrees to 
135 degrees, the eftectiveness of the 
muscles being about the same through 
this range. As the arm extended side- 
ward overhead, the weaker scapular 
rotators became less and less effective. 


Shoulder Flexion (Figure 4) 


The subject in this test was in a 
supine position with hips and knees 
flexed, feet resting on the testing table, 
and free arm on chest. The elbow of 
the arm being tested was in thrust 
position. Elevation of the shoulders 
was prevented by tester’s bracing with 
the hands. 


The resultant curve of strength for 
this movement was similar to the pre- 
ceding one: the height was at 180 de- 
grees; the plateau, from 90 to 135 de- 
grees. The reduced power of the 
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extensor muscles of the shoulder gir- 
dle may be seen as the arm extended 
forward overhead. Subsequently, with 
an entirely different group of sub- 
jects, this strength curve was con- 
tinued to 240 degrees, the arm ex- 
tended backward from the median 
line of the body, with the following 
results: 


Angles Means 
180 92.70 
210 93.13 
240 111.05 


The strongest position for the move- 
ment, therefore, was with the elbow 
extended well to the rear of the body. 


Hip Adduction 


The subject in this test was in su- 
pine position, legs resting on the test- 
ing table, arms folded on chest. To 
prevent flexion of the thigh, the tester 
braced against free leg and hip of 
side being tested. 


As only three angle positions were 
used for this movement, a graph was 
not prepai -d. However, the results of 
the testing were as follows: 


Angles Means 
135 106.28 
160 102.22 
180 91.08 


A slight drop of 4.06 pounds was 
found for the 25 degree change in 
joint angle, 135 to 160 degrees, fol- 
lowed by a greater decrease of 11.14 
pounds for the next 20 degrees. 


Descending Curves 


Four of the joint movements, hip 
extension, elbow extension, ankle 
plantar flexion, and hip abduction ex- 
hibited descending curves. In these 
curves, the greatest strength was ap- 
plied when the fulcrum was away 
from the body; and the least, as it 
approached the median line. All of 
these exhibited plateaus or near pla- 
teaus. 


Hip Extension ( Figure 5) 


In this test, the subject was in a su- 
pine position with free knee flexed, 
foot on testing table, and arms folded 
on chest. Thigh being tested was ad- 
ducted to 180 degrees. The tester 
braced the subject’s shoulders, and 
prevented lifting of the buttocks. 


As shown in the graph, greatest 
strength was exerted in this move- 
ment when the hip was fully flexed, 
with the muscles tested being at their 
full length. It will be noted that a 
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plateau existed at the end of the test, 
which was partly due to the increased 
effect of the weight of the leg on test 
scores as it straightens out. The power 
of the extensors of the hip was great 
indeed, the average for the subjects 
tested being 180 pounds. 


Elbow Extension (Figure 6) 


The subject was in supine position 
with hips and knees flexed, feet rest- 
ing on testing table, and free arm on 
chest. The arm being tested was ad- 
ducted at the shoulder to 180 degrees. 
By appropriate bracing, the tester 
prevented elevation of the shoulder, 
raising the elbow, and abducting the 
upper arm. 


The strongest position for movement 
of this joint was with the elbow fully 
flexed when the muscles were on 
greatest stretch. The plateau was from 
80 to 140 degrees, followed by some 
dropping off as the elbow straighten- 
ed and the advantage of leverage was 
lost. 
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Ankle Plantar Flexion 


The subject was in a supine posi- 
tion, legs extended at hip and knee 
joints to 180 degrees, arms folded on 
chest. The body was braced at the 
shoulders to prevent sliding on the 
table; and the leg was kept in contact 
with the table by further bracing. 


A graph was not prepared for this 
movement, as only three angle posi- 
tions were used. However, the results 
of the testing were as follows: 


Angles Means 
90 149.85 
105 133.90 
125 118.45 


The curve in this instance is nearly 
a straight line, dropping approxi- 
mately 16 pounds for each angle 
change. The foot held at a right angle 
was the strongest position for this 
movement. 


Hip Abduction 


The subject was in a supine posi- 
tion, legs resting on testing table, free 
leg flexed to permit clearance of cable, 
arms folded on chest. The hip was 
braced to prevent raising. 


With only three angle positions for 
this movement, a graph was not pre- 
pared. The results of the testing were 
as follows: 


Angles Means 
135 67.05 
160 77.15 
180 84.58 


A fairly steep rise was found through- 
out this relatively small movement. 
The strongest position was at 180 de- 
grees, with the leg in line with the 
body. 


Ascending-Descending Curves 


Four of the tests yielded ascending- 
descending curves. The curves started 
at a low point at one end, rose to a 
maximum height in the middle, and 
descended to a low point at the other 
end. 


Elbow Flexion (Figure 7) 


The subject was in the supine posi- 
tion with hips and knees flexed, feet 
resting on testing table, and free arm 
on chest. The arm being tested was 
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adducted at the shoulder to 180 de- 
grees; the forearm was in midprone- 
supine position. Bracing was applied 
by the tester to prevent raising the 
elbow and abducting the upper arm 

In this movement, a plateau existed 
at the strongest position for pulling, 
100 to 140 degrees. The low point of 
strength was at-full flexion of the el- 
bow. At full extension, the muscles 
are on greatest stretch, but the lever- 
age was poor. 
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Shoulder Adduction (Figure 8) 


The subject was in a supine posi- 
tion with hips and knees flexed, feet 
resting on testing table, and free arm 
on chest. The humerus of the arm be- 
ing tested was rotated inward by turn- 
ing forearm across chest; hand held 
low toward opposite shoulder. 


The graph representing strength 
was nearly symmetrical from 25 de- 
grees to 180 degrees. A slight plateau 
between 90 and 110 degrees was ap- 
parent. Greatest power, therefore, was 
exhibited when the arm was at right 
angles to the shoulder. The adductors 
of the shoulder are at a disadvantage 
due to loss of tension when the arm is 
close to the side of the body (180 de- 
grees), and the weaker scapular rota- 
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tors are evident as the arm pulls from 
an overhead position. 


Shoulder Extension (Figure 9) 


The subject was in supine position 
with hips and knees flexed, feet rest- 
ing on table, and free arm on chest. 
Arm of shoulder being tested was ad- 
ducted at shoulder to 180 degrees; 
and forearm was in midprone-supine 
position. The tester prevented shoulder 
elevation by bracing; and prevented 
humerus abduction by guiding with 
the hand. 


Only relatively small changes oc- 
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cur throughout the movement of this 
joint: from a low of 59 pounds at 180 
degrees to a height of 78 pounds at 
65 degrees, a difference of only 19 
pounds. The variance between 45 and 
135 degrees is only 6 pounds, 72 to 


78 pounds. 


Knee Extension (Figure 10) 


The subject was in a sitting position, 
leaning backward with arms extend- 
ed to the rear, hands grasping sides 
of testing table, and legs hanging free. 
The thigh of leg being tested was ad- 
ducted at the hip to 180 degrees. Lift- 
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ing of the buttocks and flexion of the 
arms were prevented by the tester. 


The plateau for this movement of - 
the joint was from 105 to 125 degrees, 
the high point of the curve. The low 
point was at full extension, 180 de- 
grees. At the opposite point, full flex- 
ion, the muscles were on greatest 
stretch, but, although they pulled 
well, they appeared to be at a mech- 
anical disadvantage. 


Conclusions 


These studies of the amount of 
strength that can be applied by the 
muscles throughout the range of mo- 
tion of these fourteen joint move- 
ments provide objective evidence for 
the statement that, other things being 
equal, a muscle exerts its greatest 
power when it functions at its great- 
est tension; that the angle at which 
the muscle pulls is of importance but 
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probably not as important as the ten- 
sion; that the mechanical arrange- 
ments of the levers sometimes inter- 
feres with the full application of 
strength, even though the muscles 
may be at their greatest length; and 
that there probably is an optimal pos- 
ition in which each muscle group 
functions the best. 


Stabilizing force, or the force ex- 
erted parallel to the long axis of the 
bone is not measured in this study. 
However, in the knee extension test 
studied, this force may be consider- 
able at full extension of the knee and 
in addition to the rotary component 
measured. 
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SOME VALUES IN MUTUAL CONSULTATION BETWEEN 


CORRECTIVE THERAPISTS AND SOCIAL WORKERS* 


By 
IRENE GRANT 
Chief, Program Standards Section 


SOCIAL SERVICE DIVISION, CENTRAL OFFICE 


One of the factors that helps ac- 
count for the spectacular results 
today from services to handicapped 
people is this planned development: 
A wide variety of specialists are com- 


| bining their skills under medical su- 


pervision to strengthen the handicap- 
ped person, both physically and 
emotionally, in carrying forward his 
own fundamental purposes, in taking 
on new activities, and in discovering 
new satisfactions. 


Among these specialties are two— 
corrective therapy and social service 
—they are only beginning to compre- 
hend the range of each other's con- 
tribution to the total result and, con 
sequently to unite their forces in the 
patient's behalf. Their well integrated 
total services can go far beyond the 
mere sum of their isolated efforts to 
assist him. 


This joint approach to the patient 
is possible because they have three 
concerns in common that constitute 


‘the essence of their work: a common 


need for a growing understanding of 
the patient regardless of his age or 
disability; some common immediate 
and long-range treatment aims; and 
a common concern for the permanent 
maintenance and even advancement 
of the results of treatment by the pa- 
tient after hospital discharge. that is, 


VETERANS ADMINISTRATION 


continued reduction of disablement 
and continued and increasing §satis- 
factions in everyday living. Experi- 
ence in hospitals and clinics where 
there is even some awareness that 
these are three mutual concerns on 
the part of the corrective therapist 
and social service, is revealing new 
opportunities and uecessities for shar- 
ing insights and for mutual planning. 


A Common Need for a Growing 


Understanding of the Patient . 


Take first the common need of 
really understanding the patient. Is 
not this the universal, though often 
wordless, appeal of most of us, sick 
or well,*in all our relationships io 
other people? Meeting this appeal 
from the patient in such a way that 
he realizes that he is understood, ac- 
cepted, given “love unsolicited” (the 
Topeka phrase), and in such a way 
that he is helped better to under- 
stand himself and his own capacities, 
is a necessity that is the equal re- 
sponsibility of the corrective thera- 
pist and the social worker. 


It is sometimes not enough, im- 
portant though it is, to listen care- 
fully to the patient, observe him, 
and try to grasp what he is seeking 
to convey. Even the medical staff, in 
seeking to understand the patient, 


sometimes hesitant about de- 
pending solely on the patient’s cur- 
rent appearance, words, behavior, 
apart from his past and present home 
setting and its influences. It is a 
great practical help to the corrective 
therapist, in identifying the patient's 
problems and in thinking of possible 
projects that will appeal to him and 
stimulate his collaboration, if the 
therapist can feel he has known this 
patient as a person before he got into 
this serious predicament; that he 
knows what hardships he has under- 
gone in the past, and what successes 
have been his. It is a help to know 
what personal responsibility and 
problems he is currently facing; how 
his present health, his state of mind 
toward treatment, his outlook on the 
future, are all affected, and perhaps 
even largely caused, by the influ- 
ences in his home setting and neigh- 
borhood. 


are 


Such understanding of the patient 
creates respect for him and the effort 
he has put into finding some way to 
relieve his health problems and the 
social factors that partly cause and 
tend to complicate it. This under- 
standing brings greater acceptance of 
him as a person and more tolerance 
toward his behavior. 


This understanding of the patient 


* Reviewed in the Veterans Administration and published with the approval of the Chief Medical Director. The statements and conclusions 
published by the author are the result of her own study and do not necessarily reflect the opinion or policy of the Veterans Administration. 
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is dbthindble, 67d Gil yifrom the physi 
ciah and BY the therarists ot 
rect contact over a considerable per- 


iod with Thé! patidnt) often ¢ven j 
more vividly d qfhic frdm soéial ' ~ 


service. Their representatives with 
the patient’s approval, often in fact 
upon his suggestion, may have per- 
sonally visited the relatives in their 
home settings, or the relatives may 
have come to see the social worker 
in the outpatient clinic or hospital. 
Such understanding will bring a more 
objective perspective on the nature 
of his problem as they see it at home; 
how it began; what their influence is 
upon the patient; whether their re- 
sources) tangible’or intangible, are 
available to him. It is the social work- 
ér's ‘responsibility to know whether 
the relatives can be counted upon 
with some social service explanation 
andvother help, to grasp the positive 
role they can play in encouraging the 
patient’s effort toward recovery. 


Too often in the past the social 
study of the patient, or his social 
history, has been taken from both the 
patient and his family without, it 
may be admitted, enough regard to 
the pertinency of the details elicited 
to a real understanding of his prob- 
lem. Social Service departments are 
becoming more attuned to what is 
significant to his condition and his 
recovery in his current relationships, 
pressures, and deprivations. They are 
trying to include details that are per- 
tinent to carrying out not only their 
own responsibility to the patient but 
to the work of other personnel con- 


cerned. 


For example, it is as important to 
the corrective therapist as to the so- 
cial worker to know that the patient’s 
brother was a great athlete, the pride 
of the school; whereas, he himself 
was mostly a failure, not only in ath- 
letics but in the other things that 
seem important to him. It is also im- 
portant to both specialists to know 
the good capacities that both the pa- 
tient and the family may have over- 


looked. 
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\Th@ aec¢nt, in, thé social Study, te- 


n di-* ‘day ig ‘upon’ uriderstanding ‘the’ feel- 


ings which exist within the home 


f6wadd the patient; their _relation=| 
ctive;> * 


ships? constrittive Cot ~des 
toward the patient; the feelings the 
patient himself hasitoward past events 
in his life and his present circum- 
stances, jand Rowardi the] people by 


whom he is surrounded. The patient 


arid athe: family's ‘attitude toward his 


condition and its treatment is also 
of prime importance. The social study 
is designed not only to see how 
events, personal situations, and atti- 
tudes are contributing to the nature 
and severity of the patient’s disabil- 
ity; but to what extent they have posi- 
tive values which can be strengthen- 
ed to help in the reduction of his 
disability. The providing of adequate 
case work service may require under- 
standing of what the patient's dis- 
ability has done to the family’s way 
of life, their outlook upon the future, 
their hopes and fears. Their sugges- 
tions for helping the patient and their 
readiness to participate in the total 
planning are important factors which 
the social worker takes into account 
in assisting the patient to become 
freer to get the most out of his treat- 
ment and make his best readjustment 
in the home and the community. 


The sharing of material of such 
great confidentiality is a problem in 
professional relationships. Utmost con- 
fidence in each other's integrity in 
handling shared data is a necessity. 
The patient has a right to feel, and 
must see indications that every one 
in the hospital and in his home en- 
vironment is constantly working with 
him and with each other to promote 
his best progress. Still it is human 
nature and just as characteristic of 
the sick as of the well person, to pre- 
fer to give one’s confidences one’s 
self, instead of suddenly hearing 
them referred to by a third person. 


It is one sign of professional matur- 
ity, I think, when the corrective ther- 
apist uses the material secured from 
the social worker to help him see what 
the patient needs most from his own 


/*¢lationthig with the pdtiept/( and in 


JOURNAL OF PHYSICAL AND MENTAL REHABILITATION, April - May, 1% 


variably avoids reference to any reg 
ly personal or emotionally charged 
data given him by the social worker, 
The Same ‘holds true for the social 
worker with reference to information 
given by the corrective therapist 
both should use any material secured 
from others merely as indications of 
areas which the patient himself cay 
be led to develop with them directly, 
should it be pertinent to their spe 
cialized work with the patient, t 
have him to do so. ~ 


This growing understanding of the 
patient is a continuous process. It i 
not something that occurs in the firs 
two interviews and is written up for 
some record to be forgotten. Gaining 
more understanding needs to be—for 
both corrective therapist and _ social 
worker—a conscious, continuous re 
sponsibility throughout the period d 
work with the patient. Not only i 
the patient constantly revealing nev 
aspects of himself as a person, ney 
resources within himself, if there ar 
eyes and ears and a spirit to observe 
them; in addition his circumstances 
his home relationships may chang 
and new causes for worry arise. 












It is rewarding to both professio 
and consequently to the patient hi 
self, when the corrective therapitl 
and social service keep closely ii 
touch with each other to share thes 
new insights into his needs and capt 
cities, and what may be expected il 
the way of obstacles or support f 
his personal and physical envi 
ment. 


Some Common Immediate and 
Long-Range Treatment Aims 


The common fundamental treat 





ment goal held by all participants i 
a comprehensive medical prograf 
care.today, is to enable the patient # 
make his best social adjustment. 
purpose of restoration to health at 
optimum physical and mental fu 
tioning, is to enable the patient 
carry with maximum comfort and § 








tista 
self 
his s 
relat 
and 
mun 
aim 
educ 
for 

ing 
worl 
this 
long 
patic 
disci 
of p 
prin 
peat 
ity ¢ 
but 
whic 
hanc 
mad 
their 
of 1 
eran 
thos 
phy: 
have 
per! 


H 
thes 
aspe 
stan 
alter 
the 
cial 
tien 
of 
esta 
help 
gag 
tien 
acti 
his | 
out] 
ciati 


1 
basi 
a re 


a his 


wit] 
liev 


his 


jour 














get 
rker, 
ocial 
tion 
pist, 
ured 


1S Of 
Cal 
octly, 


t, t 


f the 
It is 
> first 
p for 
Ng 
e—for 
social 
iS Te 
od of 
aly is 
; new 
new 
re alt 
)SeTVE 
ances, 
hange 


se. 


— 





»SSiOns 
t hin 
prapist 
ely il 
. these 
| capt 
ted it 
t f 


nvi 


ind 


ms 


treat 





ants i 
rogral 
tient 
nt. ink 
Ith an 
1 fu 

‘ient 

and § 


tisfaction, his responsibility for him- 
self and his share of responsibility in 
his social relationships; that is, in his 
relations to other persons, to his work, 
and the life and activities of his com- 
munity. This I believe is the basic 
aim not only of the doctor, but the 
educator, the minister, the teacher 
for leisure-time activities. In work- 
ing with the handicapped, the social 
worker and corrective therapist share 
this aim, both in their immediate and 
long-range goals in relation to the 
patient. Dr. Rusk and Mr. Taylor, in 
discussing the psychological impact 
of physical disability have said: “The 
primary consideration it would ap- 
pear, is the general emotional stabil- 
ity of the individual. . . . it is not pity 
but acceptance and understanding 
which the physically and emotionally 
handicapped seek . . . having once 
made the emotional adjustment to 
their disabilities, they possess a depth 
of understanding, patience, and _tol- 
erance which is rarely found among 
those who have not endured the 
physical hardship of disability. They 
have been forced to discard the su- 
perficial and find the fundamental.” 


Helping the patient to recognize 
these fundamentals and accept those 
aspects of his condition or circum- 
stances which positively cannot be 
altered, is a goal held in common by 
the corrective therapist and the so- 
cial worker. The former helps the pa- 
tient reach it through a combination 
of the personal relationships he 
estabishes with the patient and the 
helpful activities in which he en- 
gages the patient. He enlists the pa- 
tient’s interests and collaboration in 
activities which will improve both 
his physical condition and his mental 
outlook, as well as his abilitv to asso- 
ciate more normally with others. 


The social worker with the same 
basic goal in view, works also through 
a relationship with the patient and 
his family and with other elements 
with patient’s environments, to re- 
lieve unnecessary strains upon him in 
his relation to others. The effort is 
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made to help him become freer from 


both his inner and environmental 
problems, so that he is able to con- 
centrate upon the range of medical 
and social resources that are actually 
available to him. 


The effort is also made to alleviate 
the problems that his illness has cre- 
ated for the others in his environment 
also, since ‘such problems can further 
complicate the patient’s life and his 
attitude toward his condition. The 
social worker works with the patient 
and his relatives to help them meet 
both the realities currently faced and 
those which will be even more acute 
upon hospital discharge. 


The relatives also may need help 
before they can discard the superfi- 
cialities and recognize and find satis- 
faction in the fundamentals in per- 
sonal relationships and in their daily 
activities. They too may. need help in 
changing their tempo and customary 
way of living, to permit the patient 
to have some satisfying share in the 
family’s amusements and _ projects. 
They may need help in enabling the 
patient to feel he is a valued member 
of the family, not an excluded or re- 
jected one. The effort is made to help 
the family avoid building up resent- 
ment, inferiorities, and a sense of in- 
justice over what life has brought 
them as well. Further, relatives mav 
not at first realize how hard it is for 
some disabled person always to re- 
ceive help and never be in a position 
to repay it in ordinary ways. 


The case work effort is made to 
increase insight on the part of rela- 
tives and others into the patient's 
special needs; to help the family see 
the points in which they can actively 
participate in helping him recover 
and maintain his maximum health; 
and in strengthening the sense of per- 
sonal support which he needs from 
others, in order to regain and keep 
his sense of adequacy and spirit of 
self-dependence. The conviction must 
be kept alive that the patient does 
have something to offer to others. 
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The patient can seldom be; helped 
to the maximum by either the, social 
worker or the, corrective therapist, 
without providing: suitable. medifica- 
tion of unnecessary. hardships. in; his 
environment, and strengthening. the 
positive influences and... resources 
there. 


In fact, until some of the environ- 
mental changes can be made, or if 
this is impossible, until the patient 
can be helped to accept immovable 
realities, it may be impossibe for the 
corrective therapist to reach even an 
immediate objective with the patient. 
Take for example, the objective of 
teaching the patient to relax. As the 
writer of a recent article in this 
Journal has said: “The patient must 
be impressed to relax and rest every 
possible muscular group when ten- 
sions start and action are not neces- 
sary ... the patient must be trained 
to break habits resulting in muscular 
and mental tensions and nervous 
movements, that though significant 
at the moment, if continued over a 
long period, cause fatigue.” (?? 


Such relaxation puts him in a bet- 
ter mental and physical state for 
meeting new experiences and dan- 
gers with less effort and discomfort. 
But what is it that so often causes 
him to slip back into muscular and 
mental tenseness. Is this tenseness 
not a sign that his body is bracing it- 
self against misfortune — actual or 
dreaded—such as friction with others 
that sometimes arises right on the 
hospital ward; or dread in relation to 
certain forms of treatment; or lack of 
sense of well-being in relation to 
family and friends; or the emotional 
pressures from living in a family 
group of perhaps difficult deprived 
people; or the unhappiness from too 
great isolation from others or from 
a reassuring yet challenging group of 
congenial people; or the uncertain- 
ties about a future job. 


Undoubtedly, if the patient can be 
taught to relax, he will have more 
energy to meet such personal prob- 
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lems. The results for the patient can 
certainly be better and more lasting, 
however, if at the same time that re- 
laxation is being taught, social work 
assistance is provided the patient in 
actually resolving such personal prob- 
lems. Some of these areas of anxiety, 
misgivings, and uncertainties, can be 
handled through direct case work 
with the patient himself; some re- 
quire work with the family and com- 
munity forces. When some of these 
influences upon the patient’s state of 
mind and emotions are modified or 
redirected to the patient’s advantage, 
he becomes freer to concentrate upon 
using the whole range of help which 
the corrective therapist is ready to 
provide. 


But first the social worker has to 
be aware that something is troubling 
the patient. Some of the best indica- 
tions of what is really going on in the 
mind and heart of the patient, are 
those that come as a casual, incident- 
al remark, made in almost an aside 
to the observing, listening, respon- 
sive correct therapist in the course of 
their friendly relationship. The pa- 
tient may reveal his problem while 
throwing a ball back and forth to the 
therapist or while being encouraged 
to enter some group activity; or while 
the corrective therapist is exploring 
his interests or his prowess in some 
sport or game in past years. 


Further, the patient may feel freer 
and a sort of release in verbalizing 
His thoughts and emotions at a time 
when he is in a free atmosphere 
where the attention appears focused 
not so much upon what he is saying 
as upon what he is actually doing, 
and that in collaboration with the 
corrective therapist or a fellow pa- 
tient. Further, the patient’s behavior 
in the group, his shyness, his ten- 
dency to withdraw from the activi- 
ties of his associates, or dominate 
them, may be of great significance 
to the social worker in her relation- 
ship to the patient and endeavor to 
be of the greatest help to him. The 


social worker needs to use the same 
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careful approach to the patient in re- 
gard to what he has said to the cor- 
rective therapist, as she expects the 
latter to give to material she provides 
regarding the patient. 


How best to help patients to use 
these two professional services is an 
area which can well be further ex- 
plored. The social worker appreci- 
ates it when the corrective therapist 
explains to the patient how he can 
use social service in connection with 
such problems as he is facing; and 
when the corrective therapist builds 
up the patient’s confidence in the so- 
cial worker's ability to be of help. 


A Common Concern for the 
Patient's Progress 


Following Hospital Discharge 


The third common concern between 
the two professions is the desire to 
do everything possible to help the 
patient carry over into the commun- 
ity life, and advance, the gains he 
has made during hospitalization. A 
physician writing in the August 1949 
Journal said “The social worker is 
an important member of the rehabili- 
tation service, laying the groundwork 
for the patient's final readjustment to 
home, family, and job.”‘*? 


The environmental setting to 
which the patient returns will deter- 
mine whether the patient will be able 
to continue to reduce his disablement 
and to increase his satisfactions in 
everyday living. The social worker 
is concerned in helping the patient 
ameliorate the physical home setting; 
in increasing the emotional and psy- 
chological support he can secure 
there; and in putting him in touch 
with social, health, and leisure-time 
resources of the neighborhood and 
the opportunities it affords for suit- 
able employment. 


The corrective therapist may need 
to depend upon the social worker to 
arrange for the medically prescribed 
continuation of the activities in which 
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he has engaged the patient. This wi 
require the social worker's under 
standing of what they are; and lear 
ing what resources exist in the circle 
of family friends and the community 
for further activity along the line 
which the therapist considers useful 
to him. The good will and interest of 
the family or some agency in helping 
him carry through such activities may 
be necessary. Otherwise, he may slip 
back to the same condition in which 
he was upon entering the hospital. 


Too little thought has been given 
to helping disabled persons find 4 
way of profitably filling their enforced 
or natural leisure time—whether the 
patient is on trial visit in remission 
trom a psychotic episode, or trying to 
overcome the handicap of living 
within the physical limitations sur 
rounding the tuberculous or paraple- 
gic patient, or one with a heart con 
dition. . 


Many of the activities in which the 
corrective therapist engages the pa 
tient have values that he could well 
carry through into future leisure 
time, both to maintain his physical 
well-being and increase his pleasure. 
As one educator has said: “Our le 
sure must take in two qualities, first 
play, in order to relieve strain—this 
must take the place of any artificial 
escape; and second, recreation 
build up our bodies so they will be 
prepared to meet the strains. In addi 
tion to these, there must be certaii 
mental satisfactions connected with 
these two elements . . . so that our 
lives can be harmonious and relieved 
of conflict and stress. In this third 
element is the opportunity for the 
enrichment of adult life.”‘*) 


) 
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The corrective therapy activities im 
which the patient has been engaged 
in the hospital; the way in which he 
he has related himself to others; the} 
games that are within his ability, o 
will increase his ability, are all of inr 
portance to the social worker in cor 
sidering what arrangements the pr 
tient can be helped to make, for e& 
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ample, with the YMCA, or a service 
organization for opportunities for 
swimming, tennis, participation in 
ball games, and so forth. It is im- 
portant to help the patient see that 
with the cooperation of others he can 
continue to live and work and play 
in a way that is beneficial to his 
physical and mental health. Undoubt- 
edly these hospital activities often 
provide clues not only to continued 
leisure-time interests and pleasurable 
activities with a group, but to appro- 
priate employment as well. The so- 
cial worker, in order to help develop 
the most helpful home setting, must 
therefore have the aid of the correc- 
tive therapist in visualizing what the 
patient’s needs and capacities are, 
psychologically and physically. 


The needs for common understand- 
ing of the patient as a person, com- 
mon long-range treatment goals, com- 
mon concern for helping him upon 
discharge to make the transition from 
hospital adjustment to the new chal- 
lenge of living in the community 
with maximum satisfaction to him- 
self and others, all require that the 
corrective therapist and the social 


, worker continually seek new methods 


of integrating their resources, in or- 
der to provide an increasingly effec- 
tive service to the disabled person. 
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» Los Angeles ¢ 
Chapter News 


Staff members of the Physical Medi- 
cine Rehabilitation Services (PMRS) 
of Wadsworth and Brentwood V. A. 
Hospitals presented a series of orien- 
tation lectures on the therapeutics, 
treatments and rehabilitation of pa- 
tients as administered by the sections 
of physical medicine at Wadsworth 
and Brentwood. 


A brief introduction to the subject 
of rehabilitation was given by Mr. 
John L. Bunker, Loyola ’42, and mem- 
ber of the Department of Corrective 
Therapy at Wadsworth. 


Mr. Mont Hamiiton, executive as- 
sistant, PMRS Wadsworth, began the 
series of lectures with an explanation 
of physical therapy, corrective ther- 
apy, educational, occupational, and 
manual arts therapy. Mr. Hamilton 
gave a brief history of the evolution 
of these services and their objectives 
which strive for the total rehabilita- 
tion of the physically and mentally 
handicapped. 


The second speaker, Mr. Murray 
Levitta of Wadsworth, presented a 
paper on physical medicine by How- 
ard A. Rusk, M. D. Consultant, Physi- 
cal Rehabilitation, Baruch Committee. 
“By integrated programs of physical 
reconditioning, educational training, 
vocational guidance, phychological re- 
adjustment and resocialization design- 
ed to treat the whole man,” he report- 
ed, “the individual patient was start- 
ed at the earliest possible moment on 
a continuous program which stopped 
only when he had reached maximum 
improvement.” 


Assistant Chief Harry Hart of cor- 
rective therapy at Brentwood spoke 
on the rehabilitation of the mentally 
handicapped. The guilt complex, schiz- 
ophrenic and manic-depressive types 
of mentally disordered personalities 
were discussed through their basic 
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causes, and Mr. Hart offered methods 
of approach and treatment. 


“Journey Back,” a VA film on the 
rehabilitation of a hemiphlegic pa- 
tient closed the series of lectures. Mr. 
Rhinehart, Executive Assistant, PMRS, 
Brentwood, gave an introduction to 
the film. 


Due to a federal inspection of Birm- 
ingham Hospital, Mr. George Devins, 
Chief, Corrective Therapy, and Mr. 
Aldo Romiti, executive assistant at 
Birmingham, were unable to attend 
the lectures. 


New York Chapter 
Formed 


The Metropolitan area members of 
the Association for Physical and Men- 
tal Rehabilitation held a_ sectional 
meeting at the Hotel New Yorker 
March 11, 1950. The purpose of the 
meeting was to form an area chapter 
of the A.P.M.R. 





Sam Borouchov, Chief of Corrective 
Therapy, Northport, V.A.H. presided 
at the first meeting, and elections were 
held for temporary officers. The results 


of the election were as follows: 


Wendell B. Browne ...... Chairman 
John J. Halbin ............ Secretary 
John Baldino ............ Treasurer 


After the election of the officers a 
vote was held for the organizational 
name. The name of New York Chapter 
was victorious after serious discussion 
by the floor. 


A meeting is to be held prior to the 
National Convention so as to discuss: 


1. Presentation of material for the 
delegates to present at Memphis. 
It is hoped that this Chapter would 
endeavor to carry out the objectives 
of the parent organization in this 
area. 


2. Stimulation of the group to obtain 
their wholehearted participation in 
the coming National Covention at 
Memphis, Tenn. 
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CONVENTION GREETINGS 
TO THE 


National Association for Physical 
and Mental Rehabilitation 


FROM THE 


NEW YORK CHAPTER 


BRONX V.A.H. 


















































Chairman Wendell P. Browne HALLORAN V.A.H. 
Secretary John Halbin NORTHPORT V.A.H. 
Treasurer John J. Baldino FT. HAMILTON V.A.H. 
_ a — ————————— 
GREETINGS 
from 


THE CORRECTIVE 
THERAPY STAFF 


B. V. A. H. 
Van Nuys, Calif. 
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FLORIAN SURDYK LEONARD FACE 
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COLLEGE OF 
WATCHMAKING 


ONE OF AMERICA'S FINEST AND MOST 
MODERN WATCHMAKING AND 
JEWELRY MFG. & REPAIRING SCHOOLS 


"NATIONALLY ACCREDITED" 
(Day and Night School) 


Veterans Approved Under Public Law 16 and 346 
WRITE FOR FREE CATALOGUE 


83 NORTH SECOND STREET 
MEMPHIS, TENNESSEE 
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Graduate Study in’ 
Physical Education & Recreation 
in Rehabilitation 


SPRINGFIELD COLLEGE 


Specialized Application of Physical Education 
and Recreation to Rehabilitation is a major 
sequence of graduate study at Springfield 
College. College graduates now engaged in 
this activity may obtain professional advance- 
ment and a Master of Education degree by 
graduate study at Springfield. Inquiries should 
be made to the Director of Admissions, Spring- 
field College, Springfield 9, Mass. 


























America's largest selling 


orthopedic mattress .. . 






lf ¥IRM-O-REST 
ORTHOPEDIC MATTRESS 









The Sealy Firm-O-Rest Orthopedic Mat- 
tress is the result of several years of re- 
search in the relation between “low back- 
ache" and the various types of support 
for the body at rest. 

















It is scientifically designed to meet the 
precise degree of tension required to give 
the spinal column ideal support. 
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MECHANICAL DRIVING CONTROLS 
FOR THE PHYSICALLY HANDICAPPED 


yy FAMOUS 


OF EE OD oe = a | 


Smunes 
I 


© SIMPLE TO OPERATE 

© POSITIVE OF ACTION 

© EASY TO TRANSFER 

© SIMPLIFIED INSTALLATION 

® NORMAL OPERATION 
RETAINED 

* GOOD APPEARANCE 

© MODERATE COST 








COMPLIMENTS OF 








NOW! It is possible for you to drive 
your automobile using your hands to 
operate the brake and the accelerator 
We offer you a manual control at a rea 
sonable price that can be installed én any 
car. By pushing down on the handle, your 
car is stopped. Gripping the handle gives 
you the gas and sends you on your way 
With a flick of your thumb your lights 
are dimmed or put on high beam. While 
this hand control is primarily designed 
for cars with automatic transmissions, it 
can be used on other cars where the use 
of one leg is lost. Having no cumbersome 
installation, it can be changed to other 
Qutomobiles when trading or selling your 


MID-WEST DAIRY 
PRODUCTS, 


Inc. 


MEMPHIS, TENN. 


CAG TT YR 


present car. It is good looking and will not 
interfere with the driving of your auto- 
mobile by anyone else. It can be installed 
on either the right or left side of the 
Steering column. We have controls for 
immediate shipment to fit your car. In- 
structions come with each set. Anyone 
with a little mechanical ability can easily 
install it . Or your local garage can 
put it on for you for a small installation 
charge 

If additional information is desired, 
please write to us Stating the year, 
model, and moke of your car. Please in- 
clude the diameter of your steering 
column, if known. Priced at $55.00 post- 
paid 
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for a complete 
physical medicine program 


Rely on Medart’s skill and experience in 66 years of designing 
physical fitness equipment for advice and assistance in the 
selection of the right kind of physical medicine apparatus. 
Medart back-to-health equipment is scientifically engineered 
so that a maximum of progress can be made by the patient 
. . . from the first simple exercises to restore confidence to 
the more complex kind of endeavor which will finally com- 
pletely rebuild the injured member and restore muscular 
coordination. For a complete and scientifically planned fitness 
program, within your institution's budget requirements, con- 
sult Medart . . . engineers of physical fitness equipment for 
more than 66 years. 


Also manufacturers of Steel Lockers, Steel Lockerobes, Gymnasium 
Apparotus, Telescopic Gym Seats and Basketball Batkstops 


FRED MEDART PRODUCTS, 
3535 DEKALB ST. * 
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Climbing Poles 
Climbing Ropes 
Parallel Bars 


Horizontal Bars 


Stall Bars 

Flying and Travel- 
ing Rings 

Horizontal Ladders 

Basketball Back- 
stops 

Volleyball Stand- 
ards 


Vaulting Boxes 
Springboards 
Beat Boards 


Balance Beams 
Stall Bar Benches 
Maple Wands 
Indian Clubs and 
Dumbbells 
Mats and Covers 
Rowing Machines 
Pulley Weights 
Shoulder Wheel 
Side Horses 
Vaulting Bucks 
Boxing Rings 
Striking Bag Plat- 
forms 
Anthropometric 
Equipment 
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CHARLES REED 
BUICK CO. 


WEST MEMPHIS, ARKANSAS 


~ BDealers for - 


STEWARD'S MECHANICAL HAND CONTROLS 
and 
GENERAL MOTORS VACUUM TYPE CONTROL 


for Automobiles 
—_~ 
Designed for all automatic transmissions 
such as Buick, Pontiac, Oldsmobile, 
Cadillac, Chevrolet, Chrysler, 
Dodge, DeSoto, Nash 
and Studebaker 
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® SEE THE DEMONSTRATION @ 
AT CONVENTION BOOTH 





POTATO 
CHIPS 











SOUTHERN LEATHER (0. 


274 MONROE AVENUE 





DISTRIBUTORS OF 


(rallun Fine Tooling Calf 


AND OTHER CRAFT LEATHERS 





@ MEMPHIS, TENN. 



















Phone 48-4242 


LITTLEFIELD - WEAVER 


MEMPHIS’ FINEST SUBURBAN JEWELER 


DIAMONDS STERLING 
WATCHES HOLLOWARE 
SILVERWARE WATCH REPAIRING 


3435 SUMMER AVENUE 


MEMPHIS, TENNESSEE 
W. Stewart Littlefield Leslie H. Weaver 














COMPLIMENTS 
OF 


| FRANKLIN LAUNDRY CLEANERS 


MEMPHIS, TENNESSEE 


— 























Compliments 
of 
MEADOWBROOK 
DAIRY 


a 


MEMPHIS, TENN. 
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DISABLED INDIVIDUALS CAN SWIM WITH 





FLOAT 





( Photograph taken at Bronx V. A. Hospital showing first swimming efforts 
of paralyzed patients with FLOATEES swim trunks) 


FLOATEES are of great assistance to the therapist in administering underwater exercises to the patient 
with Paraplegia, Multiple Sclerosis, Hemiplegia, Quadraplegia, Amputees, and other physical disabilities. 
Bronx V. A. Hospital, Chillicothe V. A. Hospital and many other veteran's hospitals are now successfully 
using FLOATEES in Therapeutic Swimming Programs. 


FLOAT-EES LOOK LIKE ANY OTHER SWIM SUIT 
POSITIVELY WON’T TIP YOU UPSIDE DOWNe 
PONTOONS AND HOSE INVISIBLE WHEN WORN 


FLOATEES are smartly styled boxer trunks with concealed plastic pontoons that can be inflated in or out 
of the water. With these trunks disabled individuals quickly learn to relax in the water’... and swim with 
confidence. Choice of blue, tan, maize, maroon. 





FLOAT-EES CORP., Dept. V 
247 West 38th Street 
New York 18, N. Y. 


Gentlemen: 
Please send me FLOATEES swim trunks 
in the colors and sizes listed below. Enclosed please find: 


[] CHECK [] MONEY ORDER Ec} -¢. @ 0, 





QUANTITY SIZE COLOR 2nd COLOR CHOICE 























Name. 
Address... 
City... 


NRE Re ee ea cae 











FLOAT sa EES CORP. Dept. V, 247 West 38th Street, New York 18, N. Y. 
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- EES swim trunks 


FLOATEES ARE NON-SINKABLE! 
YOU BLOW THEM UP! 


Developed by a naval 
officer these trunks are 
fitted with inflatable, 
concealed pontoons 
that float you. 





MEN’S SIZES . . 30 To 44 
ONLY $6.95 EACH 
BOYS’ SIZES .. . 4 To 16 


ONLY $5.95 EACH 


ORDER 
FLOATEES 
BY MAIL 
TODAY — 








GRIFFIN MOTOR CO. 


4th AT UNION 
Downtown Location 


We specialize in quality Used Cars of most all models and makes. 
We have our own shop - are also equipped for our own painting. 
We have a big lot . . . so drive right in . . . and price them! 


Give us a chance to make 
a square deal for you! 


GRIFFIN MOTOR CO. 


245 UNION MEMPHIS, TENN. No. 37-1992 


























SEE US FIRST 


EQUIPMENT AND SUPPLIES 


Right 
off 






L coal 


for 
RESTAURANTS — HOTELS — CLUBS the i ice 
Hospitals — Schools — Institutions = 
—~ 


Everything for the Preparation 
and Serving of Food Carried in Stock 
a) 


House - Bond Co. 


290 MONROE MEMPHIS, TENN. 






9 Zk a 
y SF a =~ 


i 


"Gabel 5 


THE COCA-COLA COMPANY 





PHONE 8.0344 PLANS FURNISHED SOTTLED UNDER AUTHORITY OF 
FOR SALESMAN CREDIT EXTENDED 














; 
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OW... can save yourself up to 20% on our new auto insurance 
rates. Enjoy the security of standard, non-assessable Farm Bureau pro- 
tection. It covers fire, theft, collision, liability for bodily injury and property 

* damage, medical expenses and other hazards. 


With Farm Bureau's automatic renewals, you'll pay only one-half 
year premium at a time. This means economy in operations for us, sav- 
ings for you. 

a $s 

ee @ Farm Bureau is a select risk company — one 
of the largest mutual insurers of autos in the U.S. 





@ Farm Bureau’s quick, fair claim service is nation- 
wide and backed by more than $36 millions of assets. 





; @ Farm Bureau is operated.economically — in the 
% = interests of its policyholders. 





You'll like friendly Farm Bureau service. You'll like claims settled 
without haggling. You'll like saving up to 20%. 


eee se see eee SO rr Or rr rr nr 


EMMETT W. GREEN 
23 West 45th Street 
New York 19, N. Y% 


Please give me, without obligation, your rate on my car. It's a: 
Make Model Year. 

My Name 

Address 


FARM BUREAU MUTUAL AUTOMOBILE INSURANCE CO. 


HOME OFFICE : COLUMBUS, OHIO 


JOURNAL OF PHYSICAL AND MENTAL REHABILITATION, April - May, 1950 





31 





ea 
Yale Locks Martin Senour Paints Safes 
Lawson - Cavett | Mid Morris ce 


Sporting Goods Co. DeSOTO 3523 Walker Ave. Memphis, Tenn. 
HARDWARE CoO. stl 


52 SOUTH SECOND ST. Complete Line of 
ee ee MEMPHIS TENN. HARDWARE AND SPORTING GOODS 


MEMPHIS, TENN. DUPONT PAINTS, VARNISHES 
Telephone 5-2725 


"Everything in Sports Equipment” 














Delta Power Tools WESTINGHOUSE AND ADMIRAL 


Ideal Power Mowers 


rs PAS FY O PLAY 4 Safes and Locks Repaired 


APPLIANCES 





























Compliments of 


Richards Wify. Co. Sein S. larg LEADWAY FOOD STORE | 


No. 86 
E. L. BRAMELETT, Prop. 
oo Representing 
CHOICE MEATS—FROZEN FOODS 
SHARP & DOHME, inc. FRESH VEGETABLES 


ORTHOPAEDIC Free Delivery Service 








INSTRUMENTS 3798 PARK AVENUE 
MEMPHIS, TENN. MEMPHIS, TENN. 














MEMPHIS TENNESSEE 





| 


CALL Caradine Service Liberty Cash Grocers | 


i 


P 


B-D121| | icin a soe | mm 


for a ae 














YELLOW CAB 3440 SOUTHERN AVENUE "1797 SOUTH FLORIDA 


MEMPHIS, TENN. MEMPHIS, TENN. 





MEMPHIS, TENN. 
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